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There's no shortage of policies and 

guidance …..! 

NHS Quality & Outcomes Framework 

Adult Social Care Framework 

Public Health Outcomes Framework 

NICE GG 81 Hip# 

NICE Hip # QS 

NICE 161 Falls 

NICE Falls QS ( pending) 

NICE 176 Head Injury 

NICE TA’s 204, 160,161 

CQUIN # prevention. Dementia 

Comprehensive Spending Review 

NHS Operating Framework 

Best Practice Tariff Hip # 

Prevention Package Older People 

Musculoskeletal Services Framework 

RCN ‘ Lets Talk about Restraint’ 

 

‘Active for Life’ 

Commissioning Toolkit Falls & 

Fracture Prevention 

RCP National Falls & # Audit 

BGS/AGS Falls Guideline 

Blue Book ( hip#) 

Silver Book ( urgent Care) 

NPSA Slips, Trips & Falls in Hospital 

NPSA  RRR post fall response 

NPSA Safer Practice Notice ( 

Bedrails) 

NSF Older People 

MHRA  Use of Bedrails guidance 

NPSA How To Guide – Reducing 

Harm from Falls 
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No wonder it seems daunting ! 



www.england.nhs.uk 

Reported annual numbers of falls in hospital in England 

during 2013 

IP falls 2-3 x that of older people in the 
community 
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NRLS definitions 

Moderate 

“ requiring hospital treatment or prolonged 

length of stay but from which a full recovery is 

expected”. 

 

Severe 

“Causing permanent disability where the patient 

is unlikely to recover former level of 

independence” or impairment which is not likely 

to be temporary (i.e. has lasted, or is likely to 

last for a continuous period of at least 28 days).  
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Who should we assess? 

6 

 All patients aged 65 years or older 

 

 

 Patients aged 50 to 64 years who are 

identified by a clinician as being at higher 

risk of falling e.g. 

 

o Sensory impairment  

o Dementia 

o Fall 

o Stroke 

o Syncope, 

o Delirium 

o Gait disturbances 
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Multifactorial assessment should 

include (NICE161)  

cognitive impairment esp delirium 

continence problems 

falls history (causes, consequences, & fear of 
falling) 

footwear that is unsuitable or missing  

health problems that affect falls risk 

medication  

postural instability, mobility and/or balance 
problems 

syncope syndrome 

visual impairment 
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Environmental considerations 

Ensure that aspects of the inpatient environment 

that could affect patients’ risk of falling are 

systematically identified and addressed.”  

 

• flooring 

• lighting 

• furniture 

• fittings such as hand holds 
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1390 fractures/30 fatal brain injuries in 2010  

61% 
24% 

fractured hip (proximal femur)

upper limb fracture (humerus,
Colles, etc.)

other fracture (rib, skull etc.)

About 14% (c. 200) of 

the fractures/brain 

injuries described 

aftercare problems 

(retrieval, diagnosis or 

treatment delay/error) 
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Example of unsafe retrieval 
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Essential care after an inpatient fall   

(NICE Accredited)  

2011 guidance based on safety reports rather 

than research but is accredited by NICE. 

 

Have a post-fall protocol specifying:  

• Checks for injury before moving 

• Safe manual handling if fracture 

• Neurological observations 

• Timescales for medical review 

Provide: 

• Flat-lifting/immobilisation equipment 

• Glasgow Coma Scale formats 

• Fast track processes to CT/x-

ray/theatre equivalent to that in ED 
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In practice….. Medical review 

after a fall. 
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100 random sample of death and 

severe harm falls during 2013  

 

• 18% described failures in essential 

care after a fall for patient who had 

serious or fatal injuries 

• Equivalent to 250 failures in 

essential care after a fall causing 

hip fracture or fatality annually  

• Similar problems likely to be found 

in the moderate and lower harm 

incidents  

Are the actions required by the RRR 

reliably implemented?  
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Does inpatient audit suggest we 

are doing well? 

Significant variation in 

adherence to standards of 

care were found in a large 

proportion of patients for 

whom falls preventative 

actions were indicated. 
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What's on the horizon for 2015 
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Education can help us improve. 


